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N 831] 1200-8-6-.08 (1) Building Standards N 831

(1) A nursing home shall construct, arrange, and
maintain the condition of the physical plant and
-- | the overall nursing home envirenment in such a .o
manner that the safety and well-being of the
residents are assured.

_This Rule is not met as evidenced by:
Based on observations, the facility failed to
maintain the physical enviomment.

The finding inicuded:

Observation on 4/25/17 at 2:27 PM-3:24 PM,
revealed wall damage in the following locations:
a. Nurse stafion 2 hot water heater room
b. Nurse station 2 ice machine room

The mainfenance diractor was present when this
defictency was identified and it was later
acknowledged by the administrator during the exit
conference on 4/25/17.

N B48| 1200-8-6-.08 (18) Building Standards N 848

{18) It shall be demonstrated through the
submission of plans and specifications that in
gach nursing home a negative air pressure shail
ba maintainad in the soited ufility ares, toilet
room, janitor ' s closet, dishwashing and other
such soiled spaces, and a positive air pressure

. shall be maintained in all elean areas including,
but not limited to, clean linen rooms and clean
utility rooms,

Residents Affected/Potentially Affected . 05/30/2017

No residents were affected by this cited
practice. All residents have the potential
to be affected by the cited practice. The
Malntenance Director completed all

repairs immediately. ) i

Systemic Measures: |
The Maintenance Director repaired !
Immediately identified wall damage |
And will monitor Station2 hot water heater |
room ang Station 2 ice machine room |
monthly to ensure compliance |
is malntained. ’ i

Monitoring Measures; i
The Maintenance Director will report any i
Identified related concern immediately

to the Administrator. All concerns will be
addressed in the monthly QA x 3 manths for |
recommendations and further follow up as
indicated to ensure compliance is maintained. |

Residents Affected/Potentially Affected !i _ 05/30/2017

No resident were affected by this cited
practice. All resident have the potential
to be affected by the cited deficient practice
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N 848 | Continued From page 1 N 848 Systemic Measures _ (35 /3072017
. . - The Malntenance Director immediately notified .
This Rule is not mlet as eviden_F_Ed b){.‘ Service Now Heating & Air Company regarding cited u:cmi:ern.I
Based on obsarvations, the facility failed to The Maintenance Director will monitor negative pressure
maintain the correct air flow in the required areas. : monthly,
The findings included: Monitoring Measuring i
. The Maintenance Director will report any identified related
1. Observation on 4/2517 at 3:48 PM, revealed concern immediately to the Administcator. All concerns |
chemical storage in the kitchen janitors closet : will be addressed in the monthly QA X 3 months for '
. T recommendations and further follow up as indicated
Wwith no negative air fiow. " to ensure compliance is maintained. |

2. Observation on 4/26M7 at 4:01 PM, revealed
the clean side (dryer) room had negative air
pressure fiowing from the dirty side (washers)
roam.

The maintenance director was present when
these deficiencies ware identified and they were
later acknowledged by the administrator during
the exit conference on 4/26/17.
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